Sir, I read with interest the report by Ahmed and Patel in your issue of October 1971 concerning an intramural jejunal haematoma complicating peroral mucosal biopsy. Mullinger et al. reported a similar case in 1971, and another case of apparent duodenal haematoma complicating small intestinal biopsy, which was diagnosed radiologically and managed conservatively in a child with coeliac disease, was reported from this hospital during the same year (Walker-Smith, 1971 ). This was the only complication encountered from 579 biopsies performed at this hospital since 1 January 1966.
Both of these reports were similar to that of Ahmed and Patel as there was no evidence of a coagulation defect nor evidence of local injury to a blood vessel. While it is possible that a shearing stress with indirect injury to a blood vessel may account for the haematoma, I feel that it is only speculation to suggest that the presence of malrotation may have contributed to the production of the haematoma. Both of the other reported cases occurred in children who did not have malrotation. At present it is not clear why an intramural haematoma complicated biopsy in these 3 children. Incomplete avulsion of the mucosal specimen at first, followed by elevation of part of the mucosa from the submucosa before complete avulsion of the biopsy specimen, could account for this phenomenon.
These experiences reinforce the view that small bowel biopsy in children, while an essentially safe procedure, is associated with some morbidity, albeit infrequently, and should be performed circumspectly. Children should have their small intestinal mucosa biopsied only when direct benefit to the child from this investigation can be expected either diagnostically, prognostically, or therapeutically.
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